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BRILL; PRIMARY CARCINOMA OF THE DUODENUM. 


of pie literature, this is the first case of angioneurotic oedema in 
which it has been demonstrated that an oedema existed in the 
mucous membrane of the stomach synchronously with an attack 
of nausea, vomiting, and pain. Galloway’s finding in the stomach of 
a rabbit is the only comparable instance which I have met with. 
My efforts to consult his original article have been unsuccessful. 
To conclude that all attacks of gastric disturbance met with in 
acute circumscribed cedcma are attributable to local oedema of the 
stomach wall would be unwarrantable. To assume that a simple, 
non-inflammatory oedema is the only pathologico-anatomical alter¬ 
ation which may occur in the stomach in this disease would be 
equally unjustifiable. We can state positively, however, that 
simple oedema of the stomach wall does occur concomitantly with 
attacks of nausea, vomiting, and epigastric pain at times, at any 
rate, and that the probability of local oedema lying at the base of 
practically all of the gastrointestinal symptoms in angioneurotic 
oedema is greatly strengthened by this report. 

It is with pleasure that I acknowledge my indebtedness to Dr. 
Warthin for the time and labor which he devoted to the preparation 
of the accompanying photomicrographs. 
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PRIMARY CARCINOMA OF THE DUODENUM. 

Br N. E. Bbill, A.M., M.D., 

ATTEND I NO PHTBICIAN TO MOUNT SINAI HOSPITAL, NEW TORE. 

Text-books, systems on internal medicine with few exceptions, 
and even monographs on diseases of the intestines, are singularly 
silent or give very little attention to malignant neoplasms of the 
duodenum. Indeed, such tumors occur in that part of the intestine 
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very rarely, but sufficiently often to give occasion for study. It is a 
suggestive, yet noteworthy fact, that malignant disease for the most 
part spares the small intestine, and, on the other hand, revels 
in its attacks on the stomach and the large intestine. The 
pylorus and the ileoaecal valve mark the limits between which 
tumors of a malignant nature are rarely seen, while, on the other 
hand, the structures forming these limits are more or less frequently 
involved; that is, the pylorus and the ileocaecal valve (the latter 
especially on its colonic surface) themselves are not infrequently the 
seats of a carcinoma. Cuneo and Lucfcne,* who have done much 
anatomical work on the lymphatics of the stomach, analyzed ten 
specimens of pyloric carcinoma, and in all but one found the pyloric 
valve the limit of invasion and growth; in only one of- these speci¬ 
mens did the carcinoma extend from the pylorus into the duodenum. 
Similarly at the other end of the small intestine, while the colon is 
relatively not infrequently the seat of carcinoma, the ileoaecal valve 
forms almost a barrier to the extension of carcinoma into the ileum. 
When primary malignant disease does attack the duodenum or 
the ileum it starts from those portions of the gut much more fre¬ 
quently than it extends from the pylorus or the caecum. 

Frequency of Primary Malignant Disease of the Small 
Intestine. In Guy’s Hospital between 1826 and 1893 there are 
records of 17,652 autopsies. Perry and Shaw 3 investigated these, 
and report ten cases of malignant disease of the duodenum; of these 
ten cases, four were carcinoma, six were sarcoma. 

Fenwick 3 states that in searching the records of the London Hos¬ 
pital’s autopsies, amounting to 19,518, the duodenum was found 
to be the seat of malignant growth in 18 cases. 

Leichtenstem 4 gives some statistics concerning the relative fre¬ 
quency of carcinoma which will illustrate the relations between 
carcinoma of the various divisions of the intestinal tract. He says 
that between the years 1858 and 1870 there were 34,523 deaths at 
the Vienna General Hospital, of which 1874 were from cancer of 
different kinds. He examined the records of 4567 cases of cancer at 
the same hospital, and found 143 were of the rectum and 35 of the 
rest of the intestinal tract Omitting cases of cancer of the rectum, 
he collected from published cases, records of pathological institutes 
and hospitals, 154 cases of intestinal carcinoma, 33 of which 
were of the small intestine, comprising 17 of the duodenum and 
jejunum and 16 of the ileum. He states that the small intestine 
furnishes 4.3 per cent of the cases of cancer of the intestines in gen¬ 
eral. Utilizing his calculation and including his 616 cases of rectal 
cancer, we find that in 770 cases of intestinal carcinoma there were 
33 of the small intestines. 

From the years 1870 to 1881 inclusive, 20,480 autopsies were 
made at the Pathological Institute of the Vienna General Hospital, 
of which Maydl 5 reports 1460 were cases of cancer. Of these, 100 
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were cases of intestinal growths, in which the duodenum was in¬ 
volved only in 2 cases, the jejunum in no case, and ileum in 4 cases. 
. Nothnagel 8 adds to Maydl’s statistics, and reports that at the same 
hospital between 18S1 and 1S93 inclusive, there were 21,35S autop¬ 
sies, of which 2125 were on cases of carcinomatous growths. Of 
these, occurring somewhere in the entire intestinal tract, w r ere 243, 
of which 5 occurred in the duodenum, none in the jejunum, and 6 
in the ileum. 

A. Zemann 7 from a collection of 21,624 autopsies, reports 165 
intestinal carcinomata, 9 cases involving the small intestine, of 
which 3 involved the duodenum, none the jejunum, and 6 the ileum. 
These statistics come from the source from whence Nothnagel 
derived his. c * 

Bryant® collected the reports of 110 autopsies of cases of carci¬ 
noma of the intestinal tract, of which 6 involved the small intestine. 
Of these I have been unable to find out how many were of the 
duodenum. 

Muller, 9 examining the records of 5621 autopsies conducted at the 
Pathological Institute in Berne between the years 1886 and 1891, 
found 521 cases of carcinoma, of which 41 were intestinal; of these, 
9 occurred in the small intestine, that is, 6 occurred in the duodenum, 
and 3 in the other parts of the small intestine, probably in the ileum, 
a relatively larger number than in the Vienna statistics. 

Georg Heimann’s 10 statistics, which are very exact *and reliable, 
show that during the years 1895 and 1896 there died in the general 
hospitals of Prussia 20,054 patients with cancer, of whom 1706 had 
some part of the intestinal tract involved; of these, only 20 were of 
the small intestine, the number attacking the duodenum not being 
specifically mentioned. The last statistics are perhaps the most 
accurate and voluminous of any cancer statistics yet collected. 

Lubarsch 11 examining the records of autopsies on deaths from 
carcinoma in the Pathological Institute of the Hospital of Breslau, 
reports 569 cases of carcinoma, among which 3S were in the large 
intestine, 2 in the duodenum, and 2 in the ileum. 

Computing from the number of carcinomata of all oigans collated 
by Maydl, 6 Nothnagel,® Muller, 9 G. Heimann, 10 and Lubarsch, 11 
which amounted to 24,160 cases, we find that the general intestinal 
tract was involved 2128 times, 50 of these being due to carcinoma 
of the small intestine; in other words, carcinoma of the small intes¬ 
tine occurs in 2.3 per cent, of the cases of carcinoma of the intestinal 
canal, a figure much smaller than LeichtensternV statement of 
4.3 per cent. 

Or, even when using the statistics from all the previously men¬ 
tioned sources, including LeichtensternV 794 intestinal cancers, 
but omitting A. Ziemann’s, 7 whose cases were collected from the 
same source as Nothnagel’s, 8 and adding Bryant’s," HO intestinal 
carcinomata, we find that of 3563 cases of intestinal cancer 89 cases 
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involved the small intestine, or 2.5 per cent, of the whole. In either 
case the figure is lower than Leichtenstern’s, 4 and still lower than 
Leube’s 13 estimate, who says that carcinoma of the small intestine 
furnishes about 5 per cent of all intestinal carcinoma. 

We find among these cases an entire absence of specific state¬ 
ments of carcinoma of the jejunum. 

Too much importance, further, should not be placed on deduc¬ 
tions from statistics in determining the relative frequency of duo¬ 
denal and ileal carcinoma, because there is some doubt as to the 
category under which carcinomata of the ileum have .l>een placed. 
The most of the cases of carcinoma of the ileum occur in the region 
of or involve the ileociecal valve, and on that account are classified 
by some as malignant disease of the small intestine, by others as of 
the large intestine. 

In determining the frequency of carcinoma in.the anatomical 
divisions of the small intestines we may use of the foregoing statis¬ 
tics only those of Maydl, 5 Nothnagel, 8 Muller,® and Lubarsch, 11 as 
the others do not specifically mention the occurrences of carcinoma 
in each division of the small intestine. Making this computation, 
we find of 4075 carcinomata, 15 occurred in the duodenum, or 0.3 
per cent, of all intestinal cases, and 15 occurred in the. ileum, or 
likewise 0.3 per cent, of the whole. 

Rolleston 13 makes the statement that “the larger number of the 
recorded cases of malignant disease of the small intestine is found 
to start in the duodenum and, according to some statistics, three- 
quarters of the cases of malignant disease of the small intestine 
occur in the duodenum.’* This is hardly borne out by an analysis 
of the recorded cases and statistics. While it is true that sarcomata 
have their seat of preference in the small intestines, it is also true 
that primaiy sarcoma of the small intestine is much rarer than 
primary carcinoma of that portion of the digestive tract Thus, 
Muller reports only 1 case of intestinal involvement in 102 cases of 
sarcoma and 41 primary intestinal carcinoma out of 521 cases 
of carcinoma. Nothnagel 8 in a like manner says that of 274 cases of 
sarcoma, 3 occurred in the intestine, and among 61 lymphosarco¬ 
mata, 9 occurred in the intestine. Of the three sarcomata reported 
by Nothnagel, 1 occurred in the ileum, 1 in the crecum, and 1 in 
the rectum; and of his 9 lymphosarcomata, 1 involved the duodenum, 
3 the jejunum, 3 the ileum, and 2 the csecum. Libman, 14 it is true, 
collected 15 cases of sarcoma of the duodenum, yet his cases cover 
most all the sarcoma of the intestines reported in which the location 
is stated—41 in all. ' 

Our review of statistics does not conform with the statements of 
Rolleston and of many of the various authors of monographs on 
intestinal diseases who claim that carcinoma of. the duodenum is 
decidedly more frequent than carcinoma of the ileum. Even such 
a pathologist of most extensive experience as Birch-Hirschfeld,' in 
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the first edition of his renowned Lekrbuck der Pathologische Anal- 
omie, made the same statement, but changed it in the third edition 
to represent the state of facts nearer the truth, by reversing his 
original statement and thus giving the ileum the site of greater 
preference for carcinomatous attack over the duodenum. 

. Fre>m tlie consideration of these statistics a fair statement would 
indicate that carcinoma of the duodenum occurs not more fre- 
quently than carcinoma of the ileum, that the one is as infrequent 
as the other, and that both are rare; that carcinoma of the jejunum 
is practically unknown. 

.The Division of the Duodenum Most Affected. In con¬ 
sidering the topics connected with the specific observations as to 
the situation of the carcinoma in the duodenum, as to the variety 
of carcinoma, and so on, most of the later writers on duodenal car¬ 
cinoma have made use of the valuable series of cases collected and 
reported by Whittier 15 and Pic. 1 " Whittier, 15 in 18S9, gathered 13 
cases which had not previously been connected with any published 
article on the subject of duodenal carcinoma, and Pic, in 1895, 
10, but of Pic’s cases 2 were previously included in Whittier’s series! 
In these two collections 21 cases are, therefore, distinct. The great 
trouble with deductions from statistics of cases gathered by various 
authors is the danger arising from utilizing the totals gathered by 
each and summing them up as so many individual cases; in this 
way a single case may be repeated and multiplied as many times 
as there are writers who sum up the cases. 

Of the three parts of the duodenum in which primary carcinoma 
has been found, the weight of evidence is in favor of the second part 
being more frequently involved than the other portions. We must 
bear in mind in this connection that the papilla Valeri is situated in 
the middle, part of the duodenum, that primary carcinoma of the 
common bile-duct at the ampulla, while uncommon, still occurs, 
tt 1 i ma ^ ^ ve ^ se *°. an extension into the duodenum by contiguity. 
Unless careful examination of the structures involved is made, it 
would not be easy to say in what organ the tumor was primary. In 
this connection it might be well to point out that Rolleston 17 has 
shown that most of the so-called cases of carcinomata of the ampulla 
of \ ater originate in the termination of the common bile-duct. One 
must differentiate between cancer of the termination of fhe common 
bile-duct, of the ampulla of Vater, and primary carcinoma attack- 
mg the mucous membrane covering the duodenal surface of the 
papula l aleri, the last being a primary duodenal cancer, the former 
eing much more common and coming under the classification of 
primary carcinoma of the biliary passages. Of the carcinomata of 
the middle portion of the duodenum, these circumpapillary carci- 
noma are the most frequent, and are especially prone to produce 
infections^ of the biliary ducts, as infective suppurative cholangitis 
and intrahepatic abscesses. 
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We should likewise exclude, in considering this topic, extension 
of carcinoma into the duodenum from other contiguous organs. 
Cases of carcinoma of the duodenum have been described as extend¬ 
ing from the ciecum, ascending colon, transverse colon, the liver, 
the head of the pancreas, the gall-bladder, and the stomach. 

Whittier* gives die location of die growth in 12 of the 13 cases he 
describes. The first and second portion of the duodenum was 
involved once, the second portion in 9 cases, the third portion once, 
and in 1 case the carcinomatous mass invaded the entire ■ length 
of the duodenum. 

In Pic’s 1 " 8 cases the location is given in 7, as follows: upper part 
of duodenum in 2, middle part in 4, and conjoined middle and 
lower portion in 1. 

From Perry and Shaw’s 3 report we gather that of 13 primary duo¬ 
denal carcinomata 5 occurred in the upper part of the duodenum, 
Gin the middle, and 1 in the lower part; the thirteenth case involved 
the entire length of the duodenum. It is curious to note here that in 
no case did the carcinoma extend through the pyloric ring into the 
stomach, a corollary to the fact brought out by Cuneo and Lucene 1 
that pyloric carcinomata do not, as a rule, extend through the valve 
into the duodenum. 

In 41 cases collected by Rolleston,“ which probably include 
many if not all the cases of Perry and Shaw 3 and some of Nattan- 
Larrier’s, 1 " the first part was affected alone in 8, and together with 
the second part in 5 more; the second part was involved alone in 
24 cases, and together with the first part in 5 as just stated, and the 
third-part in 4. The third part is, therefore, the most infrequent 
as the seat of primary carcinoma. In this connection mention 
should be made of a very unusual case reported by Pye-Smith 3 " 
of two distinct and separate carcinomata of the duodenum in one 
subject, the upper one involving the duodenum just beyond the 
pyloric sphincter, the other, the larger. Occurring three inches lower 
down. 

The Fenwicks 3 in their monograph on Cancers of the Stomach 
and Duodenum collected 51 cases of duodenal carcinoma, most 
probably including Whittier’s, Pic’s, some of Perry and Shaw’s, 
Nattan-Larrier’s, and Rolleston’s cases, and found the following 
distribution: the upper third of the duodenum was involved in 11 
cases, or in 21.5 per cent.; the middle third in 29, or in 57 per cent.; 
the lower third in 7, or in 13.5 per cent. In addition 8 of the cases 
involved the whole or the greater portion of the duodenum. 

Varieties. In the great majority of the cases intestinal carci¬ 
nomata are primary, very rarely are they metastatic. I have not 
come across the record of a single case of duodenal carcinoma 
which was metastatic in origin. 

It is only within comparatively recent years that carcinomata 
were differentiated by histological differences. Early records of 
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duodenal carcinoma describe and differentiate them on the basis 
of their external appearances; thus the writers speak of them as soft 
or hard, fungoid or encephaloid, nodular or polypoid, and so on. 

Regarding them from a histological point of view, the very large 
majority of duodenal carcinomata are of the cylindrical-celled 
variety, and show a glandular type, the so-called adenocarcinomata. 
A few cases have been reported of spheroidal-celled carcinomata, and 
their presence might raise the question as to whether such duodenal 
carcinomata were not extensions from the ampulla, from the ductus 
Wirsungii, or from the pancreas. According to the proportion of 
stroma to cells we have, on the one hand, when the stroma is abun¬ 
dant and the cells relatively few, the scirrhus form, and when the 
cells are in predominance and the stroma small in amount the 
medullary form. Both forms obtain in the cases reported. When 
the cells of the cylindrical-celled carcinomata of the duodenum 
undergo so-called mucoid or colloid degeneration they give rise to 
the gelatinous or colloid carcinoma of the duodenum. All forms 
are subject to retrogressive or necrotic change, whereupon softening 
and ulceration occur; in fact, these changes are common in duodenal 
carcinomata, and especially in those surrounding the 'papilla Vateri, 
and add to the disease picture a superimposed suppurative infec¬ 
tion of the biliary passages and ducts or an abscess of the liver, as 
previously mentioned. 

The tendency of growth is in an annular direction, more from 
the mucosa toward the lumen than into the underlying tissues of 
the -mucosa, with the result that a more or less complete stricture 
of the duodenum occurs. Above the stricture dilatation takes place. 
Sometimes the stricture assumes a funnel shape. The spheroidal- 
celled variety grows more as a flat excresence with overhanging 
edges, and shows a greater tendency to ulcerate. The dilatation of 
the duodenum above the stricture may be very great, the walls of 
the dilated portion become thickened from hypertrophy of the mus¬ 
cular coat, and the mucous membrane shows the changes of a 
chronic catarrhal inflammation with superficial ulcerations. 

Metastases are uncommon and, when they do occur, show them¬ 
selves very late in the disease. Neighboring lymph nodes, it is said, 
are not often involved and likewise only toward the end of the 
disease. 

Sex. Males form the preponderating majority of the victims 
of duodenal carcinoma. All of Whittier’s 13 13 cases were males; of 
Pic’s 18 8 cases, 3 were females. In the 43 cases tabulated by 
Rolleston 18 33 of the patients were males and 10 were females. 

Age. Victims of carcinoma of the duodenum are usually a little 
beyond the middle period of life. There seems to be a tendency for 
carcinoma to attack the small intestines a little earlier in life than 
does^carcinoma of the other organs. The average age at which 
carcinoma of the duodenum occurs seems to be fifty-two years. Of 
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Whittier’s 15 eases the youngest was seventeen years, two were 
eighteen years, and the oldest eighty-four; of Rolleston’s 18 tabulated 
cases, 7 were seventy years or older, the youngest was twenty-seven, 
and the oldest was eighty. 

Duration. The Fenwicks 5 place the average duration of life of 
the individual attacked with duodenal carcinoma as seven months, 
the extremes in their review of the cases collected being three months 
and eighteen months. 

Symptoms. There is no doubt that there is a great difficulty in 
recognizing the disease during life. In fact, it is almost impossible 
to diagnose with certainty the disease when it attacks the upper 
portion of the duodenum, for then its symptoms are almost identical 
with those of pyloric carcinoma. 

The symptoms will depend upon the site of the growth and its 
relation to the papilla of Vater; therefore, the symptomatology had 
best be given separately of the suprapapiilary cases and of the infra- 
papillary ones. The cases of the juxtapapillary or circumpapillary 
variety present the picture of more or less complete obstruction of 
the common bile-duct, obstinate jaundice, cholcemia, and some tim es 
that of suppurative inflammation of the bile-ducts and multiple 
abscess of the liver. Their diagnosis, excepting as to probability, 
cannot be made, because their symptomatology does not sufficiently 
differ from carcinoma of the common duct, from carcinoma of the 
head of the pancreas, or from carcinoma of the ampulla of Vater. 
There occasionally occur rare exceptions to the rule of obstinate 
jaundice in the juxtapapillary or circumpapillary carcinomata, in 
which the jaundice may vary in intensity from day to day, and even 
entirely disappear for a time to recur shortly after. This is due to 
the fact that while the flow of bile is greatly interfered with it may 
not be completely blocked, and with the biliary vis a tergo increas¬ 
ing with the increasing pressure, the bile is finally forced through 
the obstructed opening of the papilla, or it may be that ulceration 
and breaking down of the growth may give rise to a reopening of 
obstructed channel. This seemed to be the case in a patient of 
mine, 21 who entered my wards at Mount Sinai Hospital on April 
6, 1902, whose case was recorded by me in the Mount Sinai Hos¬ 
pital Reports, 1903, vol. iii. p. 49. In this case there was a carci¬ 
nomatous growth lying at and around but not inside the papilla of 
Vater; it was annular, S cm. in diameter. The opening in the papilla 
was not entirely obstructed, but the orifice was overlapped by the 
growth; the pancreatic duct was much dilated and opened directly 
into the duodenum £ cm. below the opening of the papilla of Vater, 
instead of joining with the common bile duct, which is the rule, to 
form the ampulla. 

There was a complete obstruction of the orifice of the pan¬ 
creatic duct by the growth, which proved to be an infected adeno¬ 
carcinoma. 
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In all varieties the most pronounced symptoms are gastric, and 
similar to those of pyloric carcinoma, such as loss of appetite, eruc¬ 
tations, nausea and vomiting, signs of increasing starvation, with 
its accompanying loss of strength and loss of weight; there are also 
abdominal pain and increasing cachexia. The pain is for the most 
part in the right hypochondrium, often in the epigastrium, and 
occasionally extends over the entire upper abdomen. 

A tumor is often palpable in all varieties, though just as often one 
is not to be felt. When it is palpable it is situated in the right hypo¬ 
chondrium near the middle line of the body. It is slightly movable 
when the carcinoma is in the horizontal superior part of the duo¬ 
denum; immovable when it occurs in the descending and in the 
inferior horizontal part, owing to the fixed connection of the latter 
two parts to the posterior abdominal wall. 

Constipation, while it exists for the most part, is not a marked 
feature of the disease. It may be entirely absent or it may alternate 
with diarrhoea. 

The abdomen is, as a rule, flat and even at times retracted or 
sunken. 

The urine is diminished, the amount of chlorides diminished and 
occasionally entirely absent, and indican is often present in large 
but varying quantity. ° 

The vomitus is very large, sometimes as much as seventy to eighty 
ounces, as one would expect to find in interference with gastric 
motility. Sometimes there is hiematemesis, or vomiting of blood 
changed by the duodenal and gastric secretions—coffee-ground 
vomit. Persistent vomiting of bile is the distinguishing feature of 
carcinomata situated below the papilla Vateri. In all varieties the 
vomiting is recurrent. 

JuXTAl'YLOItIC OR Sui’RAPAPILLARY CARCINOMA OF THE DUO¬ 
DENUM has all the subjective symptoms of.the other forms. It has 
neither subjectively nor objectively any localizing signs which would 
suggest a prompt, even a probable diagnosis. Its chief subjective 
symptoms indicate a severe disturbance of gastric motility. 

The objective signs are more important; the earliest is a tumor, 
more or less tender to the touch, painful, even independent of press- 
ure.. The tumor appears in the right hypochondrium near the 
median line; it is only slightly movable, if movable at all. Owing 
to the tendency of the growth to encircle the bowel and to produce 
a stricture, dilatation of the duodenum and the stomach result. The 
signs of gastrectasis develop, and gastrosuccorrhcea, with vomiting 
of large quantities of fluids, supervenes. 

A tumor is not always palpable, and the signs of interference of 
gastric motility suggest most often the diagnosis of pyloric stricture 
or neoplasm. 

The physical examination of the stomach contents will throw no 
light on these cases, although it is stated that the presence of free 
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hydrochloric acid in a case showing the signs of a pyloric carcinoma 
might suggest a diagnosis of juxtapyloric carcinoma of the duo¬ 
denum. Boas observed a case in which the presence of free hydro¬ 
chloric acid was demonstrated from the contents of a much dis¬ 
tended stomach, and in which, owing to the absence of a palpable 
tumor, a diagnosis of benign stenosis of the pylorus was made; a 
laparotomy disclosed a neoplasm in the first portion of the duodenum. 
Boas 23 says we must not lay too much stress upon the results of 
chemical examinations, since free hydrochloric acid is often present 
for a long time in carcinoma of the pylorus, and, on account of the 
stagnation which results from proximity to the stomach, it may be 
absent and lactic acid present in duodenal carcinoma. 

Czygan 23 called attention not long ago to the presence of splash¬ 
ing sounds between the tumor and free border of the ribs, and 
attributed them to the contents of a much-dilated duodenum. On 
removing the contents of the stomach the sounds disappeared, to 
reappear when that viscus was again filled. He insists that this 
sign is an important aid in arriving at a diagnosis. 

ClRCUMPAPILLARY CARCINOMA OF THE DUODENUM. AS We have 
shown, the descending portion is the most frequent site for carci¬ 
noma to affect the duodenum. When situated above the papilla 
its symptoms are similar to the juxtapyloric cases; when it involves 
the papilla it necessarily causes an obstruction to the flow of bile 
and jaundice develops. Jaundice is, therefore, the prominent 
sign. The jaundice is usually permanent, though in a few cases it 
has been absent entirely, the bile-duct not being obstructed; it has 
been intermittent or it has varied in intensity from day to day in still 
other cases. The subjective symptoms are indefinite and in them¬ 
selves are of very little service in suggesting a diagnosis. 

The objective symptoms are similar to the other forms of duo¬ 
denal carcinoma plus the jaundice. A tumor is rarely felt, and in 
the cases in which a tumor could be palpated it was fixed and im¬ 
movable in the right hypochondrium. 

Jaundice comes suddenly and without pain, though in my case 
sharp pains preceded the development of jaundice, resembling an . 
attack of cholelithiasis. Should signs of sepsis and tenderness over 
the liver follow, showing an infective process in the bile-ducts, one 
should bear in mind that such sequel® may follow an ulcerating 
infected carcinoma of the duodenal papilla as well as an infection 
of the biliary passages due to a stone. If added to these symptoms 
obstinate vomiting, melrena, cachexia, and rapid loss of weight 
appear, a suspicion of juxtapapillary duodenal cancer might be 
formed. However, an absolute differentiation from carcinoma of 
the head of the pancreas is beyond clinical methods. 

Infrapapillary, Juxtajejunal or Prejejunal Carcinoma of 
the Duodenum forms the smallest number of duodenal carci¬ 
nomata, but comprises the cases in which occasionally a diagnosis 
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is possible. The diagnostic feature is contained in the vomit. 
Leichtenstem was the first to call attention to persistent vomiting 
of bile as the distinguishing feature of infrapapillaiy carcinoma. 
Pic lB says Chomel* 4 had previously, in 1852, called attention to this 
point. There is no doubt that in cases of duodenal stricture biliary 
vomiting is a marked feature. The stomach contents, even when 
there is no vomiting, or before vomiting occurs, will show the 
presence of bile. 

For the same reason that bile is regurgitated into the stomach, 
the pancreatic secretion finds its way into that viscus. Should an 
examination of the contents of the stomach demonstrate the presence 
of the proteolytic ferment, trypsin, a diagnosis of obstruction below 
the biliary papilla may safely be made; when the other signs denot¬ 
ing a malignant disease are present a diagnosis of infrapapillaiy 
carcinoma of the duodenum would be justifiable. One must bear 
in mind, however, that the permanent presence of bile in the stomach 
contents alone is not sufficient to justify a diagnosis of prejejunal 
stricture, because in cases of gastrobiliary fistula bile is likewise to 
be found in the stomach. There must be associated the signs of 
lost gastric motility, the presence of trypsin, and the usual signs 
indicating malignant disease to justify the diagnosis of infrapapillaiy’ 
stricture due to malignant neoplasm. 

T-RKATMent. For the cure of these conditions therapeusis is of 
no avail. Whatever means we possess, whether medical or surgical, 
are merely palliative. Yet in surgical interference it would be well 
to l>ear in mind that in carcinoma of the first portion of the gut, 
if the technical difficulties be not too great (that is a question the 
surgeons must decide) a resection of the pylorus and affected por¬ 
tion of the duodenum might give some promise of a cure, because 
carcinoma of that portion very rarely extends beyond the pylorus, 
metastases appear only very late in the disease, and the neighbor¬ 
ing lymph nodes are involved likewise very late. For carcinoma 
resulting in stricture of the other portions a gastroenterostomy may 
prolong life for some time. What hope of success would follow’ 
excision of the third portion of the duodenum when it is the seat 
of disease remains to be seen. 

'lhus far the only operation suggested as giving temporary relief 
has been a gastroenterostomy. 
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PseudoleukjEMIA, in which the lymphatic apparatus of the 
gastrointestinal tract is the seat of the principal lesions, has been 
rarely reported. In a somewhat extended review of the literature 
of pseudoleukxemia, under its various synonyms, with the view of 



